disease than with the factors already outlined.
In Los Angeles, as in many parts of the United States, the reported incidence of gonorrhoea has been increasing for several years. The increase has occurred despite the efficiency of drug therapy, increased case finding, and well-equipped and well-staffed public health clinics. Existing gonorrhoea control programmes are inadequate, primarily because they do not consider the whole patient. For years, the basic principles of a gonorrhoea-control programme included the identification of infectious individuals as quickly as possible; the location of the source of the infection; the identification and examination of the sex contacts with the primary source; and the provision of adequate therapy or prophylaxis. While such an approach is medically adequate for the treatment of infection, it fails to prevent re-infection because the social and psychological aspects affecting the patient's behaviour are not considered. When programmes of various agencies involved in gonorrhoea control are examined, it becomes obvious that the major emphases are still being placed upon these same basic principles. While these efforts are extremely important, it is difficult to see how gonorrhoea can be eradicated or effectively reduced in incidence as long as this *Received for publication August 31, 1966. approach remains the primary focus of attention. Ths history of public health reveals that diseases such as smallpox, cholera, typhoid fever, poliomyelitis, and diphtheria, to name a few, were not eliminated by measures of early diagnosis and treatment. Rather, they were effectively reduced by measures of prevention that interrupted the chain of events involving man. These measures included vaccination, immunization, and environmental health procedures. In the light of this historical background, the same question may be asked in relation to venereal disease in general and gonorrhoea in particular. Can these problems be effectively reduced if the attack is concentrated on case finding? If the same principles operate as for the examples quoted, the answer would appear to be no. As a result, it is necessary to turn to additional means of prevention. One possible approach is to continue the search for immunization measures. Another approach is through the application of health education as a primary measure of prevention.
For health education to be feasible in the reduction of gonorrhoea, it can no longer be thought of purely as a medical entity. Gonorrhoea is not usually acquired by man accidentally. It is the result of a deliberate act. As such, it can be regarded as a symptom of the behaviour which was responsible for the act. The complex factors that are involved in the acquisition and transmission of the disease have their origins in variations of human behaviour, in sexual promiscuity, and perhaps in some of the inadequacies of social and economic life.
If individuals are to be prevented from acquiring gonorrhoea and repeated re-infections, it is necessary for a change in behaviour to occur. It is in this area that health education can be of assistance. Wilner, Walkley, Pinkerton, and Tayback (1962) .
The final instrument consisted of 172 questions designed to provide basic information on a number of characteristics:
(a) Demographic Items Personal characteristics, including age, race, marital status, number of times married, rural-urban background, religious background and present affiliation, education and occupational status (Reeder, 1961) .
(b) Social Class Position Including social class position of respondent, mother or father (Reeder, 1961) .
(c) Residential Characteristics Including length of time in California and Los Angeles, location of previous residence, length of time at present address, index of trend of residential mobility, number of places lived in during last five years, "necessity moves"
and "choice moves", monthly rent, and room-person ratio.
(d) Social Participation Including participation in organized social groups or activities, the number of close friends, in their neighbourhoods and their comparative ages, and the frequency of visiting these friends (Reeder, 1961 (j) Knowledge about Gonorrhoea Including the cause, treatment, effects, and methods of prevention (Chapman, 1958) .
For the purposes of administering the questionnaire, the interviewer selected every third male who was in the clinic because of problems relating to gonorrhoea. Since Preliminary analysis of the data revealed that a number of the factors were providing the same kind of information. As a result, the factors were carefully screened to exclude those that fell into this category; 33 were selected for further analysis of possible relationships with the number of infections in a lifetime, a year, and 3 months.
From the analyses, it appeared that age and age-related factors seemed to be relatively important when the 33 factors were compared individually with the number of infections in a lifetime. As a result, the question was raised: "Is age the only important variate; does it distinguish between those who acquire multiple infections as opposed to those who do not ?". In order to examine this observation more closely, selected factors were compared against the actual number of infections in a lifetime, a year, and 3 months (instead of the arbitrary classification of 0, 1, 2, 3, and more than 3) in two-way tables. In this way, the number of persons in the study distributed themselves according to the number of actual infections. The variates showing the highest significance in the x2 test were then used in further comparisons. From this analysis, the factors, age at first infection, self-help, and opposition to authority were selected.
When age at first infection was adjusted for the factors self-help and opposition to authority respectively, it failed to show an obvious relationship with the number of infections. One might postulate that the age factor may be modified by other factors and may not be the important factor related to fewer or more infections. This suggests that health education programmes may not be effective if based upon the consideration of these factors, one or even two at a time. Behaviour leading to infections of gonorrhoea is too complex to measure on this basis.
The multiple linear regression model (a method of multifactorial analysis) was utilized as a method of considering all the variates simultaneously in an effort to establish a relationship between number of infections and social characteristics, knowledge of gonorrhoea, and related behaviour and personality characteristics. This analysis suggested that these characteristics, considered simultaneously, do bear some relationship to the number of infections in a lifetime, but not so strong a relationship to infections in a year or in 3 months.
Because the study dealt with people having a random length of time to acquire a random number of infections, and since age at first infection and present age had the highest and third highest regression coefficients respectively, the analysis was then oriented to investigate the following question: If everyone had the same amount of time in which to acquire infections (on the average), would the characteristics in the interview schedule be related to the number of infections acquired? The analysis suggested that, even with time factors held constant in this way, social characteristics, knowledge of gonorrhoea, and related behaviour and personality factors considered simultaneously seem to bear some relationship to the total number of infections at interview. 
